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Brief Clinical ReportsIntra-aortic intimal band presenting as an aortic pseudodissectionPramod Bonde, MD, MS, FRCS, and David D. Yuh, MD, Baltimore, MdAcute aortic syndromes comprised of aortic dissections,
intramural hematomas, and acute penetrating ulcers are asso-
ciated with a mortality rate of greater than 1% per hour from
the time of clinical presentation and can reach up to 80% if
untreated by the end of 2 weeks.1 Diagnostic improvements,
including high-resolution computed tomographic angiogra-
phy (CTA), have significantly reduced false-positive rates
and provided expedient diagnoses in patients afflicted with
these rapidly evolving and lethal aortic pathologies.2 The in-
creased availability of CTAmight lead to the detection of aor-FIGURE 1. Computed tomographic scan imaging with reconstruction to define
demonstrates pseudocoarctation.
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e64 The Journal of Thoracic and Cardiovascular Surgtic pathologies resembling acute aortic dissection.We present
a case in which an unusual intimal band without evidence of
recent or remote dissection was interpreted on high-resolu-
tion CTA as a localized proximal aortic arch dissection.
CLINICAL SUMMARY
A normotensive 48-year-old woman presented to a com-
munity emergency department with back pain radiating to
the right subcostal region. She underwent contrast-enhanced
thoracic CTA, which revealed what appeared to be an inti-
mal flap consistent with an acute Stanford type A aortic dis-
section localized to the proximal arch of the aorta. After she
was transported on an emergency basis to our facility with
this diagnosis, her unusual clinical presentation prompted
the acquisition of a gated CTA to rule out an artifactual mis-
interpretation. On this study, the lesion in question was inter-
preted as a focal intimal tear of the proximal aortic arch with
no appreciable distal or proximal propagation, extravasa-
tion, or hematoma (Figure 1). Although the flap was atypicalthe ‘‘focal intimal tear,’’ as depicted by the black arrow. The white arrow
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FIGURE 2. Operative findings during circulatory arrest: view from the right side looking down into the aortic arch.
Brief Clinical Reportsin appearance, it did track medially for several millimeters.
Furthermore, the distal aortic arch was slightly ectatic rela-
tive to the descending aorta with relative narrowing of the
isthmus beyond the lesion, which mimicked a pseudocoarc-
tation. Transesophageal echocardiographic analysis re-
vealed no evidence of a proximal ascending aortic
dissection, although the distal ascending aorta and proximal
aortic arch could not be visualized.
After careful consideration, we felt compelled to recom-
mend operative exploration and repair of this intimal tear
given our concerns that it would evolve into a formal acute
dissection. The patient’s past medical history was significant
for an incidence of carotid vasculitis treated with a short
course of steroids. She did not have any stigmata of Mar-
fan’s, Ehlers–Danlos, or Loeys–Deitz syndromes.
Transection of the ascending aorta and exploration of the
proximal aortic arch under selective antegrade cerebral per-
fusion revealed a 5-mm3 3-mm intimal bridge on the lesser
curve of the proximal aortic arch (Figure 2). It did not appear
to be an acute process and did not propagate proximally or
distally. The ascending aorta was replaced from the sinotub-
ular junction to the point using a 22-mm Hemashield Plati-
num Woven Double Velour Vascular graft (Boston
Scientific, Natick, Mass). The patient made an uneventful
postoperative recovery and was discharged without compli-
cation.
Histopathologic examination of the resected ascending
aorta revealed focal mild cystic medial degeneration.The Journal of Thoracic and CaThe excised intimal band consisted of elastic connective
tissue.
DISCUSSION
Acute aortic syndromes, comprised of aortic dissections, in-
tramural hematomas, and penetrating ulcers, are associated
with high mortality rates without expedient surgical treat-
ment.1 In this case the small localized appearance of the appar-
ent dissectionflap and lackof convincing symptoms prompted
us to confirm the diagnosis with a more precise CTA with 3-
dimensional reconstructions.Despite the radiographic diagno-
sis of acute dissection, the actual intimal ‘‘flap’’ consisted of
an intimal band comprised of elastic connective tissue. This
anomaly might be a congenital remnant linked to the unusual
appearance of the distal aortic arch. Alternatively, this might
be the remnant of a healed localized dissection.
With the widespread use of advanced imaging modalities
in emergency departments, it is conceivable that unusual ra-
diographic findings mimicking acute aortic syndromes
might pose diagnostic dilemmas. Despite the sophistication
of these cutting-edge modalities, this case emphasizes the
importance and relevance of clinical correlation when mak-
ing therapeutic decisions.
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